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observe in an adolescent a short presystolic bruit becoming superseded
by a rnid-diastolic murmur as the heart quiets down under the Intiuence
of rest. On the other hand, it seems equally clear that by no means
all mid-diastolic murmurs mean the ultimate development of mitral
stenosis: In many instances they disappear in the course of time.
Perhaps at the mosi it ma> be said that, when a inid-diastollc murmur
is well marked and clearly and continuously audible over many weeks
or months, the later development of mitral stenosis must be suspected.
especially when the murmur is accompanied by accentuation of the first
apical sound.
As regards the causation of this mid-diasiolic murmur, D. B. Lees Cause cf
taught that it was due to such thickening of the mitral segments as
impaired their mobility without producing actual stenosis. C. F. Coombs
thought that disappearing bruits of this sort might be due 10 a relative
stenosis, the mitral ring being less dilated than the rest of the left
ventricle. The same murmur has also been attributed to partial heart-
block and to adherent pericardium. The mid-diastolic type of the
so-called Austin Flint murmur is probably the same phenomenon.
Aortic valvulitis is common, in children and produces in them regur- Aortic
gitation but not stenosis. According to Horder aortic valvulitis is
particularly common in the endocarditis occurring during scarlet fever.
Aortic endocarditis of rheumatic origin shows but few differences in
children from the similar lesion in adults. The pallor which is apt to be
present in adults is not seen in children, \*ho present the same com-
plexion in all cases of carditis. The diastolic murmur is soft but is
usually easily audible; it is generally best heard in the third left space
next the sternum rather than at the aortic area. It tends to be conducted
down the left side of the sternum and may sometimes be heard towards
the outer side of the apex beat.
Aortic stenosis due to rheumatism is rare in adults and practically Aortic
unknown in children. In them signs pointing 10 aortic stenosis should *tenosis
lead to a suspicion of a congenital heart lesion or of malignant endo-
carditis.
Tricuspid endocarditis is present in a fair proportion, perhaps a Tricuspid
quarter, of cases of fatal rheumatic carditis in children. How often it ve*lvu*itis
occurs in surviving cases cannot be computed, as it seldom gives rise
during childhood to signs or symptoms by which its presence can be
detected. The pulmonary valves appear to be immune to juvenile Pulmonary
rheumatic infection.	valves
(3}—Pericarditis
Pericarditis completes the triad in rheumatic carditis and is correctly
regarded as the most dangerous form of cardiac rheumatism. Its
immediate dangers are due to the facts that it denotes a severe rheumatic Immediate
infection, and that myocarditis and endocarditis are not only invariably
present but tend to be of great severity. The myocarditis is the cause
of death in acute rheumatic pericarditis in either of its stages of friction

